STATE OF CALFORNMNiA——HEALTH AND WELFARE AGEMCY

DEPARTMENT OF SOCIAL SERVICES
744 P Street, Sacramento, CA 95814

April 13, 1990
ALL~COUNTY LETTER NO. 90-36

TO: ALL COUNTY WELFARE DIRECTORS
ALL COUNTY GAIN COORDINATORS

SUBJECT: REVISION OF WORKERS' COMPENSATION INSURANCE PROCEDURES
FOR PARTICIPANTS IN A GAIN PREEMPLOYMENT PREPARATION
(PREP)} ASSIGNMENT

The purpose of this letter is to advise the Counties of changes
in the workers'! compensation law that atfect PREP participants in
the Greater Avenues for Independence (GAIN) Program.

The Legislature recently passed AB 276 and SB U7 effective
January 1, 19%90. These two bills are known as the Workers'
Compensation Reform Act (WCRA) of 1989. The WCRA's primary
purpose is to adjust the amount of compensation benefits and to
ensure that all workers are aware of their right to compensation
benefits from work related injuries or illnesses.

One of the most significant changes in the WCRA is the
institution of the Employee Claim Form (SCIF 3301). Within

24 hours of becoming aware of an injury, the GAIN PREP site
supervisor must provide the GAIN PREP participant with a claim
Form on which the participant will describe the circumstances

ol Lhe injury. The completed torm is to be tfiled with the
supervisor, who must then date it, give a copy to the participant
and send the original to the local State Compensation Insurance
Fund (SCIF) office and keep a copy for oftice reports.

The claim form does not replace the Employer's Report of Injury
(SCIF 3067)., The supervisor must still file this report. The

SCIF 3301 and the SCIF 3067 must be completed and mailed to the
nearest SCIF office as soon as possible with a copy sent to the
County Welfare Department.

A second major change is the imposition of a 10 percent penalty
for late payment of benefits. The SCIF is allowed 14 days from
the date the claim form is submitted to the PREP site supervisor
to make the first disability payment or deny the claim. After




the 14 days, a 10 percent penalty (up to $5,000) is assessed for
late payments. Under the provisions of the WCRA, until the PREP
participant files the claim form, he/she will no% have the right
to pursue litigation nor collect penalties for late payment of
nenefits.

We have enclosed a copy of the new Employee Claim form

(SCIF 3301), Employer's Report of Injury (SCIF 3067) and a copy
of the notice that should be posted at each PREP site location in
a conspicuous place advising the PREP participant of his/her
rights to workers' compeusation benefits. Also included for your
information is "Steps To Follow When an Injury Occurs" and a
listing of SCIF District Office Mailing Addresses. Please
contact your local SCIF district office to request necessary
forms,

Please review these documents carefully. If you have any
questions related to completing the forms, please contact

Mr. Ralph L. Maurer, Chief of Office of Insurance and Risk
Management (OIRM) in the Department of General Services at
(316) 322-8971 or Ms. Marianne Kemp (QIRM) at {916) 323-3866.

If you have any other questions regarding the information in this

letter, please contact your County GAIN Operations Analyst at
(916) 324-6962,

DENNIS J{ BOYLE
Deputy Director

Enclosures

cct  CWDA




S, .5 TO FOLLOW WHEN AN INJURY .CCURS

All GAIN/PREP participants are covered for workers' compensation
benefits through the State Department of Soccial Services under a
contract with the State Compensation Insurance Fund (SCIF), The
contract number is CONTRG #0. All benefits are administered and
authorized through the State Compensation Insurance Fund. Your
local State Fund phone numbers are enclosed.

The participant's employer is "GAIN/PREP", a State sponsored
work program. The program is permissibly uninsured, For
purposes of completing claim forms, enter the SCIF contract
number, CONTRG #0, whenever a "policy number™ is requested.

If a GAIN/PREP partiecipant is injured, the PREP agency should
take the following steps:

1. Provide first aid {(if trained staff is available).

2. Take the injured participant for appropriate medical
care, 1f necessary. If there is a serious injury, call
an ambulance if appropriate. If the injury is not
serious, a local cliniec or physician's office can
usually provide service at a lower cost than a hospital
emergency room. If a trainee has previously designated
a treating physician in writing, he/she may elect to
receive care from his/her own doctor. If not, the
worksite supervisor may direct and assist him/her to the
nearest medical facility.

3. Provide an Employee Claim Form (SCIF 3301, 1/90) for
workers' compensation benefits to the injured
participant within one working day of injury., If
possible, have the worker complete and return the form

to you immediately. Send the original of the Employee

Claim Form to your local SCIF office, provide a copy to

the injured worker and keep a dated copy for your

records. T

4, Investigate the circumstances of the injury and prepare
an Employer's Report of OCccupational Injury or Illness
(SCIF 3067, 8/88). Send the Employer's Report to your
local S5CIF office. Do not wait for the doctor's first
report or the Employee Claim Form before sending your
Employer's Report to SCIF.

. The medical provider should be advised that GAIN/PREP
participants are covered for workers' compensation. All
benelits are administered and authorized by the State
Compensation Insurance Fund. Any requests for mediecal
authorization should be directed to the local SCIF
office.

If you have any questions regarding workers' compensation
coverage, you may contact the local SCIF office and ask for the
GAIN claims adjuster, or call the GAIN workers' compensation
coordinator in the State Office of Insurance and Risk Management
at (916) 323-3866.




FLEASE TYPE ALL INFORMATION, IF POSSISLE

Please complete in triplicate. Retain last copy for
your files and mail the original and one copy to OSHA Case

EMPLOYER'S REPORY STATE COMPENSATION INSURANCE FUND or Fite No.
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O PANTTMENT OF INDUSTIIAL HLIATE 5
DIVISION OF WORKLARS COMPLNGATI SAMPLE, ONLY

PXHIBIT A

NAME DATE OF INJURY OR ILLNESS TIME OF DAY A M.
o / / - [dem

U S,

HOME ADDRESS  (Number, Steet, City , Zip Code)

WHERE DID ) ACCIDENT OH EXPOSUAE OCCUR {Number, Street, Ci%y. Zip Code}

OESCHIBE THE INSURY ORLLNESS AND HOWIT OCCURRED

NOTICE OF POTENTIAL ELIGIBILITY FOR BENEFITS

You may be entitled to ane or more of the following benelits provided for you at your employer's expense, depending upon your individual situation:
madical treaiment, compensation for lost time relaled to this injury, compensation for a permanent impairment, vocational rehabililation, and/or
death benefits. Compensation is based on a percentage of your earnings. I you are hospitalized or off work for more than 3 days as a result of
this injury, you wilt receive your first payment of compansation or a notice within 14 days of your employer's nolice or knowledge ot this injury.
Along with your first payment, you will alse receive a pamphlat describing more fully compensahon benefits and procedures.

YOU MUST FILE THIS CLAIM FORM WITH YOUR EMPLOYER TO PROTECT YOUR RIGHTS

Failure 1o tile this claim form will preciude you from receiving any late payment penally that may be due and will at Jo
preclude your righ! to pursue further fegal remedies.

-

! you need assistance in completing this form or have any questions regarding your work injury you may conlact the
State of California Office of Benefit Assistance and Enforcement by calling 1/ (415) 557-1954. This service is pro-
vided io you at no cos! . You also may consull an atlorney.

f gave this form to my employer on (date) , 19
EMPLOYEE: Keep copy marked "EMPLOYEE'S TEMPORARY RECEIPT " until you receive the dated copy from your employer.

EMPLOYER FILLS OUT THIS PART

Date ol knowiedge of injury Date claim form was provided to empioyee Dale ciaim form was received
oL /13 /90 01 /. 13/% .0 A13./ 90
Name of Lmployer
GAIN/PREP. Departmen L\r Public Works = . _ L S e
Sugn,lmm of ['mpi iy fﬁeprmvnt.t ve
//// y (4,,, ’/)/ “WorKsite Supervisor ’
ioyer L‘1”u are requurod”to date this form and provide copies as marked, to your insurer and to the employee,
/ dependent or- ggent who filed the claim, _
Signing this form does not necessarily constitute acceplance of a claim.
Please return eriginal to your iocal State Fund office. §l£g:§ :
GA M

FNSURANCE !

SCIF 3301 {NEW 1-50) FU N D

CUTATR b e s g



LIST OF AOUNTY LOCATION CODE AND O

COUNTY.

i FUND OFTICES

LOCATION.GODK______ STATE KUND_OMFICE _ _ TELEPHONE

(For mailing addresses, 5Sce reverse side of OCIF 3067 claim formj.

ALAMEDA

AL ENE
AMADOR

BUTTE
CALAVERAS
COLUSA
CONTIWA COSTA
DiEL NORTE

L, DORADO
I'RIEGNO

GLENN
HUMBOLDT
IMPERIAL
INYO

KRERN

KINGS

FAKE

LAGSIN “
LOS ANGELES
MADERA

MARIN
MARIPOGA
MEENDOCING
MERCED

MODOC

MONO
MONTEREY
NATA

NEVADA
ORANGE
PLACER
PLUMASG
RIVERSIDE
SACRAMENTO
SAN BENITO
SAN BERNARDINO
SAN DIXGO
SAN TFRANCISCO
SAN JOAQUIN
SAN LUIS OBISPO
SAN MATEO
SANTA DARBARA
SANTA CLARA
SANTA CRUZ
SHASTA
STERIA
GTOKTYOU
SOLANO
SOROMA
STANISLAUS
SUTTER
TEHAMA
THRINITY
TULAILE
TUOLUMNE
VENTURA

YOLO

YUBA

G110

020
030
010
0b0
060
070

QB0

0o0
100
110
120
130
140
150
166
110
180
190
200
210
220
230
240
250
260
270
280
290
300
310
320
330
340
350
AeQ
370
380
390
AQ0
410
A20
4130
A40
A50
460
470
480
190
500
H10
520
530
540
550
560
570
80

L]

OAKLAND
STOCKTON
STOCKTON

DD ING
STOCKTON
SACRAMENTO
OAXLAND :
FUREKA,
SACRAMENTO
FRESNO
REDDING
LUREKA

SAN DIEGO

SAN BERNARDINO
DAKERGFIELD
FRESNO

SANTA ROSA
REDDING

STATE CONTRACT
TREGNO

SANTA ROSA
STOCKTON
SANTA ROSA
STOCKTON
REDDING
STOCKTON

SAN JOSE
SANTA ROSA
SACRAMENTOQ
STATI. CONTRACT
SACRAMENTO
REDDING

SAN BERNARDINO
SACRAMENTQO
SAN JOGE

SAN BERNARDINO
SAN DIEGO

SAN FRANCIGCO
STOCKTON
VENTURA

SAN FRANCISCO
VENTURA

SAN JOSE

SAN JOGL
REDDING
SACRAMENTO
REDDING
SACRAMENTO
SANTA ROSA
STOCKTON
SACRAMENTO
REDDING
REDDING
FRESNO
STOCKTON
VIENTURA
SACRAMENTO
SACRRAMENTO

(415)
(204)
{209)
(916)
(916)
(916)
(415)
(707
{916}
(209)
{916)
(707)
(G15)
(7T14)
{B05)
(209)
(707
(916)
(213)
{239)
{(T07)
(208)
(707)
{209)
{916)
(2090)
(408)
{707)
(9186)
(213)
(916)
(9163
(714)
({8163
(408)
(7T14)
(619)
(415)
(209)
{B805)
(415)
(B05)
(408)
(408)
(216)
(416)
(916)
(916)
(707)
(209)
{916)
(316)
{916)
(209)
{209)
(805)
(916)
(916)

638-1500
951 ~8000
951-8000
223-7000
9518000
524-5100
£30-1500
AA3-897T21
24-5100
A45-508508
223-7000
AAJ-8T21
552~-7100
a884-1281
B34-8300
AA5-5H04H0
5T6-2560
223-1T000
266~5500
445-5808
5TG-2565
951-8000
5T6-2565
951-8000
223-7000
951-8000
297-1714
576-2565
924-5100
2665500
924-5100
223-1000
884-7T201
924-5100
297T-1714
B8A-T281
552-7100
565~-1234
951-8000
544-4300
565-1234
644-4300
2971714
297-1711
223-17000
924-5100
223-17000
924-5%100
57T6-2H65
951-8000
924~-5100
223-7000
223-7000
445-5858
951-8000
544-4300
924-5100
924-5100




District Offic
Mailing Addresses

ARCADIA REDDING SANTA ANA

P.O. Box 915 P.O. Box 496049 P.O. Box 419

Arcadia, CA 91066-0915 Redding, CA 96049-6049 Santa Ana, CA 92702-0419

{81R) 574-2600 (916) 223-7000 (714) 567-2800

BAKERSFIELD RIVERSIDE ' SANTA ROSA

P.O. Box 9729 P.O. Box 5025 : P.O. Box 2407

Bukersheld, CA 93389-9729 Riverside, CA 92517-5025 Santa Rosa, CA 95405-0407

{805) 664-4000 (714) 656-8300 (707} 576-2565

CERRITOS SACRAMENTO SOUTH ORANGE COUNTY

P.O. Box 6165 P.O. Box 254700 P.O. Box 1685

Cerritos, CA 90702-6165 Sacramento, CA 95865-4700 Costa Mcsa, CA 92628-1685

(213) 809-6600 (916) 924-5100 (714) 668-3445

EUREKA SAN BERNARDINO STOCKTON

P.O. Box 4973 P.O. Box 1316 - P.O. Box 8000

Eurcka, CA 95502-4973 San Bernardino, CA 92402-1316  Stockton, CA 95208-0016

(707) 443-9721 (714) 384-4500 o (209) 476-2600

FRESNO SAN DIEGO -~ VENTURA o~

1.0, Box 40000 P.O. Box B5488 P.O. Dox S

Fresno, CA 93755-4000 San Diego, CA 92138-5488 Ventura, CA 93002-2268

(209} 445-5858 {619) 552-7000 (805) 644-4300

L.OS ANGELES SAN FRANCISCO WEST LOS ANGELES

P.O. Box 2134, Terminal Annex  P.Q. Box 807 P.O. Box 2518

Los Angeles, CA 90051-0134 San Francisco, CA 94101-0807  Culver City, CA 90231-2518

(213) 266-5000 (415) 565-1344 (213) 965-2100

OAKLAND SAN JOSE WOODLAND HILLS

0. Box 12971 P.O. Box 759 P.O. Box 1950

Oakland, CA 94604-2971 San Jose, CA 95106-0759 Woodland Hills, CA 91365-1950

(415) 577-3000 (408) 257-1714 (818) 888-4750
STATE

COMPENSATION
INSURANCE




COMTAINED (i 1115 SO VIGE 11 A G
ZMIPLOYEES AN

FREQUENTED |
CASILY READ BY EMPLOY

U LOCATION

U WHERE « oCH NCTICE MAY BE

CEG DURING THE COUNSE

Qur Workers'

Compensation

Insurer is:.

ta

ob Imjury

STATE

COMPENMNSATION
INSURANCE

- FUND

your job, you will be entitled o automatic benefits under the California Workers' Compensation Law. These benefits include:

Medical Care—All authorized medical expenses are fully
covered. If you need medical care, you will be referred
to a local doctor. To change doctors, ask your supervisor,
Should you still need care 30 days after reporting the
injury, you may be treated by a physician of your own
chowce. (You may be freated by your own nersonat physi-
cian immediately following your injury if you have notified
your employer in writing before the injury occurs of the
name and address of your personial physician.) For further
information. piease contact your supervisor.

Disability Income—If hospitalized, or unable {0 work for
more than three days, you will receive income equal to
two-thirds of your average weekly pay, up to a legal maxi-

mum per week. It you receive a permanent handicap,
additional payments will be provided.

Rehabilitation— 1§ your injury or illness prevents you from .
returning to your same job, you may be eligible for voca-
tional rehabilitation and retraining.

Death Benefits— Should the injury cause death, a benefit
will be paid to dependents.

Important—Always immediately notify your supervisor of |
any work-related injury or iliness. If you have any questions
or would like more details about workers’ compensation
benefits, please see your supervisor.

Whemn a j0lb 1z

Be sure that:

2jUTY OCCUTSann

Emergency Phone Numbers:




